Among people living with psychiatric disorders, mental illness stigma has been identified as a major barrier to recovery by contributing to low self-esteem and interfering with treatmentseeking. The present research examined the association between perceived mental illness stigma and suicide risk severity and considered the role of emotional clarity (i.e., the ability to identify and understand one's emotional experiences), a critical component of emotion regulation, as a moderator of this association. A sample of individuals who had experienced recent psychiatric hospitalizations (N = 184) completed self-report measures of perceived stigma associated with their psychiatric diagnoses, deficits in emotional clarity, and behaviors that have been found to confer risk for suicide. A moderation analysis revealed that perceived mental illness stigma was positively associated with suicide risk severity, but only for individuals who have greater deficits in emotional clarity. These findings highlight the role of emotional clarity as a resource for individuals coping with mental illness stigma and underscore the potential utility of targeting deficits in emotional clarity in prevention and intervention efforts for reducing suicide risk.
with one's mental illness as a risk factor for suicidal behaviors remains under-examined. This represents a noteworthy limitation given that stigma has been identified as a significant barrier to recovery by contributing to low self-esteem and interfering with treatment seeking (Corrigan, Druss, & Perlick, 2014; Link, Strenuing, Nesse-Todd, Asmussen, & Phelan, 2001) . Utilizing a sample of individuals who have experienced psychiatric hospitalizations, the present research therefore examined the association between mental illness stigma and suicide risk severity. Additionally, we considered one's ability to identify and understand emotional experiences (i.e., emotional clarity), a critical component of emotion regulation that has been previously linked to suicidal behaviors (Gratz & Roemer, 2008; Weinberg & Klonsky, 2009) , as a moderator of this association.
As summarized by Corrigan and colleagues (2014) , stigma can impact the lives of people with serious mental illnesses in a number of ways, including prejudice and discrimination across various life domains (e.g., employment, housing), fear of interpersonal rejection, and shame and self-doubt. Across numerous studies, these stigma-related stressors have been shown to undermine self-esteem , increase social withdrawal and isolation (Perlick et al., 2001) , and deter individuals from seeking mental health treatment (Vogel, Wade, & Hakke, 2006) . A cross-national epidemiological study further identified mental illness stigma as a predictor of national suicide rates among 25 European countries above and beyond other socioeconomic factors (e.g., unemployment rates, economic inequality; Schomerus et al., 2015) . In light of these findings, understanding the association between mental illness stigma and suicide risk severity represents an important area of inquiry.
According to the stress-coping model of mental illness stigma (Rusch et al., 2009 ), stigmarelated experiences do not affect all people with psychiatric disorders in the same way. Specifically, individuals with limited coping resources, such as those who are more sensitive to interpersonal rejection and have less support from their social networks, tend to be more vulnerable to the adverse psychological impact of stigma. One potentially effective yet under-examined resource for coping with mental illness stigma is emotion regulation, defined as the ways in which individuals experience, influence, and express their emotions (Gross, 2013) . Although no work, to our knowledge, has examined the role of emotion regulation in the context of coping with mental illness stigma, research with other stigmatized groups supports the proposition that effective emotion regulation can buffer against stigma-related stress. In one study, for example, emotion regulation moderated the association between the frequency of racist experiences and anxiety among African Americans, such that the frequency of racist experiences was only positively associated with anxious arousal for individuals with greater difficulty in emotion regulation (Graham, Calloway, & Roemer, in press ).
One aspect of emotion regulation that might be of particular relevance to understanding the impact of mental illness stigma on suicide risk severity is emotional clarity, i.e., the ability to identify and understand one's emotional experiences. Conceptualized as a critical component of emotion dysregulation (Gratz & Roemer, 2004) , deficits in emotional clarity have been implicated in a wide range of deleterious health outcomes (for reviews, see Gratz & Tull, 2010; Smidt & Suvak, 2015) , including suicidal behaviors (Gratz & Roemer, 2008; Weinberg & Klonsky, 2009) . Tentative evidence further suggests that emotional clarity may play an important role in the context of responding to stigma-related stress. For instance, in their exploratory analyses involving different dimensions of emotion regulation, Graham and colleagues (in press) found that emotional clarity significantly moderated the association between the frequency of past-year racist events and anxious arousal, such that past-year racist events were positively related to anxious arousal at low (but not high) levels of emotional clarity.
The present research extended past work by examining the association between perceived mental illness stigma, a major source of stress for many people living with psychiatric disorders, and suicide risk severity and considering the moderating role of emotional clarity. In the current study, we focused on perceived stigma (i.e., the extent to which a person believes that other people will devalue or discriminate against someone with a mental illness), which has been identified as a key ingredient in the conceptualization of mental illness stigma (Link, 1987; Link et al., 2001) . We hypothesized that deficits in emotional clarity would moderate the association between stigma and suicide risk severity, such that perceived stigma would be positively associated with suicide risk severity only among those who have greater difficulty identifying and understanding their emotional experiences. We recognize that demographic characteristics (e.g., age, gender, race/ethnicity), psychiatric diagnoses, and psychopathology severity have been associated with suicide risk in previous research (Mosciski, 1997; Nock et al., 2010) . Additionally, among individuals with psychotic disorders (who constitute a majority of participants in the current sample), psychotic symptoms have been associated with suicidal behavior (Radonsky, Haas, Mann, & Sweeny, 2014) . Thus, we also examined a number of demographic and clinical characteristics as potential covariates in the current study.
Method

Participants and Procedures
Analyses for this paper were conducted using data from a study assessing the posthospitalization quality of life and community adjustment outcomes of psychiatric patients (see Phelan et al., 2010 , for more details about the study and its primary findings). Participants, all of whom experienced a psychiatric hospitalization within three months prior to the beginning of the study, were recruited through treatment facilities in the New York City boroughs of the Bronx and Queens between January, 2003 and January, 2006 . In accordance with Institutional Review Board specifications, all participants were screened by a psychiatrist or Ph.D. psychologist for capacity to provide informed consent. Individuals judged to have such capacity and who agreed to participate were enrolled in the study. Study measures were administered by doctoral-and master's-level psychologists, licensed clinical social workers, and doctoral-level social scientists with extensive experiences in conducting clinical assessments with psychiatric populations. Interview data were augmented with psychiatric diagnoses from clinical charts, which were obtained from treatment facilities with patient consent and approval from the relevant IRBs.
The analytic sample for this investigation consists of 184 participants who enrolled in the study and completed all baseline interview questions. The demographic and clinical characteristics of the sample are summarized in Table 1 . As can be seen, the mean age of the sample was 37.0 years (SD = 10.0), and more than half of the participants were men. The majority of participants were people of color and reported low educational attainment and personal income. The most prevalent psychiatric diagnoses were schizophrenia, schizoaffective disorder, bipolar disorder, and major depression.
Measures
Perceived mental illness stigma-Perceived mental illness stigma was assessed using an 8-item version of the Perceived Devaluation-Discrimination Scale (Link, 1987; Link, Castille, & Stuber, 2008) , a self-report measure designed to capture the extent to which participants agree that most people devalue or discriminate against psychiatric patients. Example items include "Most people think less of a person after he/she has been hospitalized for a mental illness" and "Most employers will not hire a person who has been hospitalized for mental illness." Each item was rated on a 4-point scale, ranging from 0 (strongly agree) to 3 (strongly disagree). The internal consistency for this sample was adequate, α = 0.74.
Deficits in emotional clarity-The 20-item Toronto Alexithymia Scale (TAS-20; Bagby, Parker, & Taylor, 1994) consists of three subscales that assess difficulty in identifying and describing emotions as well as differentiating them from bodily sensations. In the current study, the 6-item Difficulty in Identifying Feelings subscale from the TAS-20 was used to assess emotional clarity, i.e., participants' ability to identify and understand their emotional experiences. Example items include "I am often confused about what emotion I am feeling" and "When I am upset, I don't know if I am sad, frightened, or angry." Each item was rated on a 4-point scale, ranging from 0 (strongly disagree) to 3 (strongly agree), with higher total scores indicating greater deficits in emotional clarity. The internal consistency for this sample was adequate, α = .85.
Suicide risk severity-Suicide risk severity was assessed using four items. Taken from the Youth Risk Behavior Survey (CDC, 2001 ) and utilized by Phelan and colleagues (2010) , these items captured past 12-month suicidal behavior ("During the past 12 months, did you ever seriously consider attempting suicide?", "During the past 12 months, did you make a plan about how you would attempt suicide?", "During the past 12 months, how many times did you actually attempt suicide?", "If you attempted suicide during the past 12 months, did any attempt result in an injury, poisoning, or overdose that had to be treated by a doctor or nurse?"). Suicide risk severity items are dichotomous in nature (present = 1, absent = 0), with the exception of the continuous variable assessing the number of suicide attempts in the past 12 months. A dichotomous score was created for this variable by assigning a score of "1" to participants who reported at least one suicide attempt in the past 12 months. All other participants were assigned a score of "0" on this variable. Scores for each of the four items were summed to create a continuous variable reflecting past 12-month suicide risk severity.
Illness-related social functioning-The Illness-related Social Functioning Scale (Swartz, Swanson, & Hannon, 2003 ) is a 7-item self-report measure that asks respondents how difficult it was to complete tasks such as "make routine decisions," "control the symptoms of your illness," "deal with day to day stresses," and "concentrate long enough to complete tasks." Participants rated the extent to which each item applies to them on a 3-point scale, ranging from 0 (not difficult) to 2 (very difficult). The Illness-related Social Functioning Scale has been shown to demonstrate adequate psychometric properties (Swartz et al., 2003) . Internal consistency for the current sample was adequate, α = 0.80. First & Gibbon, 2003) was used to assess the presence of psychotic symptoms occurring in the past three months (e.g., persecutory delusions, delusions of control, thought broadcasting, and grandiose delusions). The SCID-IV is a well-established and widely used diagnostic interview with good inter-rater and test-retest reliability (First & Gibbon, 2003) . Symptoms considered present in the past three months were scored as 1; symptoms considered absent in the past three months were scored as 0. Scores for each of the psychotic symptoms were then summed to create a continuous variable reflecting the total number of psychotic symptoms in the past three months.
Psychotic symptoms-The Structured Clinical Interview for DSM-IV (SCID-IV;
Data Analysis
As recommended by Tabachnick and Fidell (2007) , all study variables were assessed for assumptions of normality. Given the small number of participants in several of the education, marital status, and diagnostic categories, these variables were recoded into variables of less than high school diploma (39.7%) versus some education beyond high school (60.3%); not married (90.7%) versus married (9.3%); and mood (26.1%) versus psychotic (73.4%) disorder (one participant was hospitalized for opioid dependence and thus not classified).
Following this, Pearson product-moment correlations among perceived stigma, deficits in emotional clarity, suicide risk severity, and demographic variables and clinical characteristics that have been linked to suicide risk in the extant research, including age, gender, race/ethnicity, education, income, marital status, mood versus psychotic disorder diagnosis, psychotic symptoms, and illness-related social functioning, were calculated to explore their bivariate associations. To address the question of whether perceived stigma, emotional clarity, and/or their interaction predict suicide risk severity, a moderation analysis was conducted utilizing the PROCESS SPSS macro as recommended by Hayes (2013) . The PROCESS procedures use ordinary least squares regression and bootstrapping methodology, which confers more statistical power than standard approaches to statistical inference and does not rely on distributional assumptions. Bootstrapping was done with 1,000 random samples generated from the observed covariance matrix to estimate bias-corrected 95% confidence intervals (CIs) and significance values. Variables were mean-centered (i.e., transformed from raw-to deviation-score scaling by subtracting the mean from observations; Aiken & West, 1991) and simultaneously entered into the model. Next, following the methods described by Aiken and West (1991) , regression slopes were plotted at one standard deviation above and below mean levels of deficits in emotional clarity, and follow-up analyses were conducted to examine whether the slopes of the regression lines differed significantly from zero. Bauer and Curran's (2005) J-N technique was then used to delineate the point in the range of the continuous moderator (i.e., deficits in emotional clarity) at which the effect of the IV (i.e., perceived stigma) on the DV (i.e., suicide risk severity) was statistically significant. Finally, we reran the moderation analysis controlling for demographic variables and clinical characteristics that were significantly associated with suicide risk severity.
Results
The variable of suicide risk severity exhibited a non-normal distribution and was square-root transformed. Descriptive data for the primary study variables and covariates, as well as their zero-order correlations, are presented in Table 2 . As expected, deficits in emotional clarity and suicide risk severity were significantly related, r = .20, p = .02. Perceived stigma and suicide risk severity were also positively associated, though the correlation was only marginally significant, r = .14, p = .06.
A moderation analysis was conducted to examine the main and interactive effects of perceived stigma and deficits in emotional clarity on suicide risk severity (see Table 3 ). The final model accounted for 9% of the variance in suicide risk severity, F (3, 131) = 4.17, p = . As supplementary analyses, we reran the moderation analyses after entering demographic variables and clinical characteristics that were significantly correlated with suicide risk severity (i.e., Black race/ethnicity, Latino race/ethnicity, mood versus psychotic disorder diagnosis, and illness-related social functioning; see Table 2 ). The pattern of results obtained was consistent with our findings from the main analysis (see Table 3 ). The perceived stigma × deficits in emotional clarity interaction term approached significance, b = .08, SE = .05, t = 1.77, p = .08, 95% CI: −0.01, 0.18. Further, simple slopes analyses revealed that the relation between perceived stigma and suicide risk severity approached significance when deficits in emotional clarity were high (+1 SD), b = 0.13, SE = .08, t = 1.76, p = .08, 95% CI: −0.02, 0.28, but not when they were low (−1 SD), b = −0.03, SE = .07, t = −0.49, p = .
62, 95% CI: −0.16, 0.10.
Finally, to determine which of these covariates were responsible for lowering the significance of the perceived stigma × deficits in emotional clarity interaction, moderation analyses were conducted controlling for Black race/ethnicity, Latino race/ethnicity, mood versus psychotic disorder diagnosis, and illness-related social functioning separately (see Table 3 ). Though each of the aforementioned variables were significantly correlated with suicide risk severity at zero-order (see Table 2 ), illness-related social functioning was the only covariate that was significant in the separate moderation models. Moreover, the perceived stigma × deficits in emotional clarity interaction was significant in each of the separate moderation models, except for the model containing illness-related social functioning. Notably, however, the perceived stigma × deficits in emotional clarity interaction did approach significance in the model controlling for illness-related social functioning, b = .08, SE = .05, t = 1.83, p = .07, 95% CI: −0.01, 0.17. Further, illness-related social functioning did not alter the perceived stigma × deficits in emotional clarity interaction appreciably (bs = .10 and .08 for the model without covariates and the model with illness-related social functioning, respectively).
Discussion
The current investigation examined the impact of perceived mental illness stigma, a major source of stress for many people living with psychiatric disorders, on suicide risk severity. Additionally, it considered the role of emotional clarity, a critical component of effective emotion regulation, as a potential moderator of the association between perceived mental illness stigma and suicide risk severity. Consistent with our hypotheses, we found that the relation between perceived stigma and suicide risk severity was moderated by emotional clarity, such that perceived stigma was only significantly positively associated with suicide risk severity among individuals with greater difficulty identifying and understanding their emotional experiences. This finding was further supported by supplementary analyses that included demographic and clinical characteristics associated with suicide risk severity as covariates (i.e., race/ethnicity, diagnosis, illness-related social functioning). Although the interaction between perceived stigma and emotional clarity became marginally significant in this analysis, the reduction in statistical significance might be attributable to reduced power (as a result of including a greater number of variables in the regression model) or the overlap in variance among perceived stigma, emotional clarity, and identified covariates.
Although mental illness stigma has been linked to a wide range of adverse psychological consequences (e.g., Corrigan et al., 2014; Link et al., 2001; Perlick et al., 2001) , its association with suicidal behaviors has remained largely unexamined. Our findings illuminate the role of perceived mental illness stigma as a potential risk factor for suicidal behaviors among people living with psychiatric disorders. Because mental illness stigma may impede individuals from seeking or fully engaging in mental health treatment (Corrigan, 2014) and may therefore limit opportunities for addressing mental illness stigma at the individual level, anti-stigma efforts have historically focused on larger systems (e.g., organizations, communities) that may influence individuals' experiences of mental illness stigma (Thornicroft, Brohan, Kassam, & Lewis-Holmes, 2008) . Nevertheless, as noted by Mittal and colleagues (2012) , stigma reduction interventions that promote adaptive coping and empowerment among treatment-seeking individuals living with a psychiatric diagnosis have gained traction among stigma experts, thus underscoring the need for research that identifies candidate individual levels factors that may reduce mental illness stigma and its related negative outcomes (e.g., suicide risk severity).
To this end, the present research demonstrated that emotional clarity can serve as an important buffer against the adverse impact of perceived mental illness stigma. These results are especially noteworthy because emotional clarity has been implicated both as a predictor of suicidal behaviors (e.g., Gratz & Roemer, 2008; Weinberg & Klonsky, 2009 ) as well as maladaptive responding to stigma-related stress (Graham et al., in press) . Whereas most of the mental illness stigma coping interventions to date have combined psychoeducation and cognitive restructuring exercises (Mittal et al., 2012) , addressing individuals' deficits in emotional clarity might serve as a promising treatment target for future interventions. Indeed, observing and describing one's emotions, a core element of mindfulness-and acceptance-based psychotherapy, has received initial support as one component of a larger or more comprehensive treatment in reducing stigma (e.g., Luoma, Kohlenberg, Hayes, Bunting, & Rye, 2008) and suicidal behaviors (e.g., Linehan et al., 2006) .
The present investigation has several limitations. First, the cross-sectional nature of our data precluded predictive, causal conclusions. Future research could further clarify the relations among perceived mental illness stigma, emotional clarity, and suicide risk severity by utilizing longitudinal and experimental methodologies. For example, prospective designs that include measures of these constructs at repeated assessment points over time could help elucidate the long-term and causal effects of perceived stigma on suicidality and the buffering role of emotional clarity. Furthermore, determining whether an intervention designed to improve emotional clarity can alleviate the negative impact of perceived stigma on suicide risk represents another promising direction for future research.
Second, we acknowledge that the suicide risk severity measure used in the current study was relatively limited in scope. Although the items used in the present research were taken from the Youth Risk Survey (CDC, 2001 ) and largely resembled many other standard measures of suicide risk, such as those used by the National Comorbidity Survey (Nock et al., 2010) , the dichotomous scoring and narrow temporality limited their sensitivity. Future research should carefully examine the replicability of the current results using more sophisticated suicide risk measures, such as those recommended by Batterham and colleagues (2015) in their systematic review of the suicide risk assessment literature.
Third, because participants in the current study were recruited for a project that was designed to assess post-hospitalization community adjustment of psychiatric patients, all participants had experienced a psychiatric hospitalization immediately prior to the beginning of the study. The range of psychiatric diagnoses represented was also limited, with most of the sample being diagnosed with schizophrenia or schizoaffective disorder. Given that individuals with psychotic disorders tend to experience more stigma than those with other psychiatric conditions (Angermeyer et al., 2004) , these sample characteristics enabled us to test our hypotheses with a group of individuals who were particularly vulnerable to stigmarelated stress. Nevertheless, future research should carefully examine the generalizability of our findings with more representative samples characterized by a wider range of psychiatric diagnoses and treatment histories.
Lastly, we acknowledge that the current study only assessed specific components of stigma and emotion regulation, both of which are complex, multifaceted constructs. Specifically, although we believe that perceived stigma represents an important antecedent of adverse stigma-related consequences (i.e., participants who perceived more devaluation/ discrimination from the public would be more inclined to anticipate interpersonal rejection and internalize the negative stereotypes about people with mental illnesses; Link, 1987), we did not directly assess participants' personal experiences of stigma-related stress (e.g., selfstigma) or their coping orientations (e.g., secrecy, withdrawal) because these measures were not included in the dataset on which the present analyses were based. Furthermore, whereas emotional clarity represents a highly relevant construct to understanding the impact of mental illness stigma on suicide risk severity, other dimensions of emotion regulation, such as emotional acceptance and access to different emotion regulation strategies, have also been closely linked to suicidal behaviors (e.g., Gratz & Roemer, 2008; Weinberg & Klonsky, 2009 ) and thus might influence the stigma-suicidality association in important ways. Given that individuals must be able to identify and understand their emotions before they can effectively manage them, our focus on emotional clarity represents an important first step towards illuminating the role of emotion regulation as a resource for coping with mental illness stigma. Building on the current investigation, future research could productively examine how different stigma and emotion regulation processes might interact to predict suicidality and other behavioral health outcomes among psychiatric populations.
Deficits in emotion regulation have been implicated in a wide range of psychopathology symptoms and self-destructive behaviors (for reviews, see Gratz & Tull, 2010; Weiss, Sullivan, & Tull, 2015) . Furthermore, a small yet growing body of research has demonstrated the importance of considering emotion regulation in understanding maladaptive responding to stigma-related stress (e.g., Graham et al., in press; Hatzenbuehler, 2009; Perez & Soto, 2011) . The present research contributes to the existing literature by providing initial support for the moderating role of deficits in emotional clarity in the relation between perceived mental illness stigma and suicide risk severity among people living with psychiatric disorders. Further, findings underscore the potential utility of targeting deficits in emotional clarity in prevention and intervention efforts for reducing suicide risk. 
